Purpose: The purpose of this integrative review is to investigate the degree of variability in the prescribing approaches to acute pain management in the emergency department (ED) setting. Variations in analgesic prescribing among ethnic and racial minorities as they compare to nonminority patients with similar complaints of pain will be examined. Data Sources: A comprehensive review of the literature was conducted using MEDLINE, PubMed, and CINAHL databases. Inclusion criteria of the studies were: US studies; published between 2002 and 2012; English language; with at least one aim or analysis comparing prescription of analgesia between a racial or ethnic minority and non-minority group in the ED. Key words used to obtain relevant articles included pain management; analgesia prescription; minority; race; ethnicity; emergency department; disparities. Conclusion: A research summary concluded that racial and ethnic disparities in pain management continue to exist in the ED setting. When compared to Caucasian patients, African American and non-white ethnicities were less likely to receive analgesia. Language barriers, experience of providers, and trust were among the contributors to pain management disparities. Implications for Practice: The role of the nurse is to incorporate cultural competence in assessing and achieving equitable pain management across all racial/ethnic groups.
endings, is characterized by physical discomfort (as pricking, throbbing, or aching), and typically leads to evasive action [1] . Acute pain is frequently short-lived and self-limiting, but "can become persistent and intractable if the underlying disease process or injury is chronic or incurable, or if the activation of pain is unavoidable, as in the pain caused by movement or weight bearing in injuries of the spine or in disease such as arthritis" [2] . Patients usually present to the Emergency Department (ED) when there is a lack of access to other providers, or when symptoms, such as pain, are severe [3] . There were 136 million visits to EDs in the United States between December 2008 and December 2009 with 35.3% resulting in analgesic prescribing [4] .
In 1986, the Emergency Medical Treatment and Active Labor Act (EMTALA) was passed to ensure access to emergency medical care irrespective of the patients ability to pay [5] The ED is often the point of entry for accessing the healthcare system for the medically underserved and serves as a safety net for those that are uninsured or have no regular access to care [6] [7] . In 2011, there were 46.3 million (15.1%) uninsured persons in the United States and 23% under the age of 65 covered by public health insurance [8] . Hispanic and non-Hispanic Blacks have higher uninsured rates that Asian/Pacific Islanders, and non-Hispanic Whites [9] . The National Health Interview Survey (NHIS) conducted in 2011 found that uninsured adults and those with public health plans were more likely than those with private health insurance to visit the ED [3] . In addition, statistics show that ethnic minority populations utilize the ED at a higher rate than the general population. Around 85 per 100 Blacks and 39.8 per 100 non-White Hispanics utilized the ED in December 2008-December 2009, compared to 41.3 per 100 non-Hispanic Whites and 24.2 per 100 "other" groups, characterized as Asian/Pacific Islanders, American Indian, and Alaskan Natives [4] .
Disparities in pain management have been increasingly gaining more attention over the past decade. On January 1, 2001 , pain was declared the fifth vital sign by the Joint Commission on the Accreditation of Health Organizations (JCAHO) and mandated to be assessed as such in certain health care settings [10] . A large body of research indicates that minority patients, particularly underserved patients of lower socioeconomic status, tend to be most at risk for untimely and inadequate pain management, or oligoanalgesia [10] [11] [12] [13] . This is especially evident in the ED setting [14] [15] . Although ED physicians should be well-versed in pain management, they have long been accused of poor assessment and poor prescribing practices of minority patients [16] . Reasons for oligoanalgesia among these groups have been cited as lack of trust; perceived exaggeration of pain, or drug seeking; lack of training; fear of side effects; prejudice; and racial stereotyping [17] [18] [19] [20] . If pain is left untreated, it can impair function and diminish the quality of life [16] . Patients are at the mercy of the provider to manage every aspect of their care, including pain. The inadequacies and inconsistencies in pain management among the minority ethnic groups deserve attention and investigation in an effort to formulate a more equitable plan of care.
Purpose
The purpose of this integrative review is to investigate the degree of variability in the prescribing approaches to acute pain management in the Emergency Department setting. This review will examine the variations in analgesic prescribing practices among ethnic and racial minorities as they compare to non-minority patients with similar complaints of pain.
Significance
Pain possesses physiological, psychological, economic, and social consequences, if inadequately addressed. Unrelieved, acute pain, elicits pathophysiologic neural alterations that may result in chronic pain syndromes, thus, placing the patient at risk for negative physical, psychological, and social consequences [21] [22] . Unrelieved pain affects multiple body system functions, including mobility, sleep, appetite, and immunity. The inadequacy of pain management also places the patient at risk for unconventional pain relief options such as utilizing the prescription drugs of others, substance abuse, over use and dependence upon caregivers, and overuse and inappropriate use of the healthcare system [21] [22] [23] .
Pain management is an evolving research topic that lacks guidelines and gold standards of care. Brennan, Carr, & Cousins (2007), stated that "because pain management is the subject of many initiatives within the disciplines of medicine, ethics and law, we are at an 'inflection point' in which unreasonable failure to treat pain is viewed worldwide as poor medicine, unethical practice, and an abrogation of a fundamental human right" [24] .
Conceptual Framework
The systematic approach developed by Cooper (1984) was the guiding framework for this integrative review. Cooper identifies the process of conducting an integrative review as encompassing the following five stages: a) problem formulation, b) data collection or literature search, c) data evaluation, d) data analysis and interpretation, and e) public presentation of results [25] . Any literature review requires subjective decisions that can lead to procedural variations and affect the outcomes of research studies or research reviews. The validity of the conclusions of research or research reviews depends on the decisions made at each stage [26] . Methodological choices at each review stage may engender threats to the validity of the reviews conclusions.
The integrative literature review provides several contributions to the scholarly reviewer, which include evaluating the strength of scientific evidence, identifying gaps in past and current research, identifying the need for future research, bridging between related area of inquiry, identifying central issues in an area, and identifying whether theoretical or conceptual frameworks are utilized [27] . According to Whittemore and Knafl (2005) , "A well done integrative review present the state of the science, contributes to theory development, and has direct applicability to practice and policy" [28] . The review builds from the underlying premise that locating and integrating separate research projects involves inferences as central to the validity of knowledge as the inferences involved in primary data interpretation [26] .
Background
Pain is the reason that the majority of patients present to the emergency department (ED). Analgesic management should begin as soon as possible when pain is indicated. Patients with pain may access care through the ED due to being uninsured or underinsured. Reports of undertreatment, or oligoanalgesia, among racial & ethnic minorities have been reported. For example, in a study conducted in the ED by Tamayo-Sarver et al. (2003) the researchers found that Blacks and Latinos were 28% less likely than Whites to receive opioid analgesics [19] . Pletcher et al. (2008) found, racial and ethnic minority groups appear to be at particularly high risk of receiving inadequate treatment for pain in the ED. The study concluded that Hispanics with long-bone fractures presenting to an ED were twice as likely to receive no opioid analgesic compared with non-Hispanic whites [29] . Additionally, Todd et al. (1993) reported that Hispanics with isolated long-bone fractures were twice as likely as nonHispanic Whites to receive no pain medication during their ED stay [14] . Much of the research indicates that minority patients are at risk for poor pain management and undertreatment [11] [12] . Finally, in a study by Platts- Mills et al. (2012) , white patients were more likely than non-whites to receive an opioid prescription for a pain-related visit [30] . The physicians' underestimations of pain severity in minority patients contribute to disparities and the complexity of pain management in this population [13] .
Methods
The design selected for this research is an integrative review. According to Cooper (1982) , this five stage research process summarizes and synthesizes information from various sources, highlighting the most relevant issues [26] . The inclusion of diverse methodologies (i.e. experimental and non-experimental research) to provide a full understanding of a phenomenon makes the integrative review one of the comprehensive types of research reviews [28] .
The target population consisted of research conducted regarding disparities in pain management among minority populations. While library resources were sought, the majority of the studies were obtained through online computer sources. The criteria for inclusion of the studies was: a) publication between 2002 and 2012; b) publication in English language; c) studies conducted in the United States; and d) at least one aim or analysis comparing prescription of analgesia for pain between a racial or ethnic minority and non-minority group in the ED.
The studies for this review were obtained through exhaustive online computer searches utilizing the following databases; MEDLINE, PubMed, and CINAHL. The following key words were used: pain management, racial disparities, ethnic disparities, minorities, provider decision making, chronic pain, and acute pain. In addition to computer searches, the ancestry approach was utilized, in which the reviewer extrapolates information by reviewing reference lists of related research studies for topic relevance [25] . Every attempt was made to include all studies that meet the inclusion criteria. After retrieval of all studies, they were reviewed on two separate oc-casions, by two separate reviewers, to ensure adequate sampling. Fourteen studies met inclusion criteria.
To ensure rigor, reliability was tested by two reviewers. "Through this process potential biases are countered, broad experience can be brought to the task, and the reliability of the recorded evidence enhanced" [31] . Cooper (1998) suggests that both primary researches examine data looking for extreme values, errors in recording, or other indicators of unreliable measurements [27] .
Stetler and collegues (1998) describe six different levels of research. Level I refers to evidence obtained from a meta-analysis of multiple controlled studies. It is the strongest type of research. Level II illustrates an individual experimental study. Level III indicates a quasi-experimental study, such as nonrandomized controlled single group pre-post test, time series, or matched case-controlled studies. Level IV describes non-experimental study, such as correlational descriptive research and qualitative or case studies. Level V indicates a case report, program evaluation, or quality improvement data. Lastly, Level VI describes the opinions of expert committees or respected authorities based on their clinical experience. Additionally, "quality from any level can range from A to D and reflects basic scientific credibility of the overall study/project. An A reflects a very well-designed study/project. If quality is rated as a D, (i.e., the study/project has a major flaw that raises serious questions about the believability of the findings), it is automatically eliminated from consideration" [31] . These levels will be presented later in the results section.
Results
A research synthesis table is presented in Table 1 . Table 1 is a summary of the reviewed articles with purpose, setting, sample, design, and study results. Six of the fourteen (43%) studies employed descriptive designs [19] [29] [32] [33] [34] [35] . Additionally, six studies (43%) applied retrospective cohort study designs [15] [36]- [40] . Minick 
Setting
A Level I trauma designation was identified in four studies [15] [36] [38] [42] . Four studies did not disclose an ED trauma designation [37] [39]- [41] . Level I trauma centers are equipped to provide comprehensive medical service to traumatically injured patients. Trauma centers may be designated as Levels I-V with I being the highest level and having the most resources to care for complex injures [43] . Five studies (36%) utilized the National Hospital Ambulatory Medical Care Survey (NHAMCS) as a nationally representative sample of ED visits within the United States [19] [29] [32]- [34] . The NHAMCS is designed to collect data on the utilization and provision of ambulatory care services in hospital emergency and outpatient departments. Findings are based on a national sample of visits to the emergency departments and outpatient departments of non-institutional general and short-stay hospitals [44] .
Lastly, one study by Tsai et al. (2012) utilized the National Emergency Department Safety Study's (NEDSS) joint dislocation component to collect data. The NEDSS is a multi-center study aimed at characterizing system and clinician factors associated with error occurrence in the ED [35] . The NEDSS focuses on acute myocardial infarctions, acute asthma, and joint dislocation. It is coordinated by the Emergency Medicine Network [45] .
Duration of Studies
Significant variability existed between the duration of the studies analyzed. The range of duration was 4 weeks to 13 years, utilizing ED visits from 1992 through 2007. The shortest study period was conducted in 4 week intervals for three consecutive years [19] . 
Age of Subjects
Six of the fourteen studies (43%) studied adult and pediatric patients that presented to the ED [29] [33]- [35] [38] [41] . Yen, Kim, Stremski, & Gorelick (2003) studied pediatric patients, exclusively [32] . Six studies (43%) studied adults [15] [36]- [40] . Tamayo-Sarver et al. (2003) did not report the inclusion age of participants but reported a mean age of 54.78 years [19] .
Race and Ethnicity of Subjects
Race and ethnicity was identified by self-report or by reports of the ED staff.
Eight of the fourteen studies (57%) compared the pain management of African American, Caucasian, and Hispanic patients [19] [46] . However, three of the eight studies identified disparities. It was found that Black and Hispanic patients were less likely to receive opioid analgesic treatment when compared to White patients [34] [35] ; and waited longer for analgesia [35] [39] .
Three of the fourteen (21%) studies compared pain management practices between African American and Caucasian patients. Disparities were found in two of the three studies [33] [41] . They found that African American patients were less likely to receive analgesia (Hostetler et al., 2002) and least likely to receive adequate pain management [41] . The third study did not find a difference in pain management with regards to wait time to receive analgesia between African Americans and Caucasians [40] .
The remaining three studies (29%) found that when compared to Caucasian patients, African American and "other", non-White, ethnicities, were less likely to receive analgesia [15] [29] [37] . Pletcher et al. (2008) conducted a study to evaluate whether or not quality improvement initiatives regarding pain management has caused these disparities to diminish over time and found that although national quality improvement initiatives have been instituted, the prescribing differences between Caucasians and African Americans have not diminished [29] .
Type of Pain
Seven of the fourteen studies (50%) evaluated pain management among patients presenting to the ED exclusively with long bone fractures [32] [36] [38]- [42] . There was no difference among analgesic prescribing for patients with long bone pain in five of the seven studies [32] [36] [38] [40] [42] . However, Blacks with long bone fractures were found to wait longer for analgesia and receive inadequate analgesia in two of the studies [39] [ 41] .
In addition to long bone fractures, the pain management of headaches [19] [29] [34] nephrolithiasis [29] , lacerations [33] , back pain [15] [19] [29] [37], joint dislocation [35] , and abdominal pain [29] [37] were evaluated. Similar pain management disparities were noted among the ethnic minorities with these types of pain. Patients suffering from headaches received some form of analgesia in the three studies that evaluated analgesic prescribing for this symptom; however, Whites were more likely to receive opioid analgesic for this complaint [29] [34] [46] . Pletcher et al., 2008 found that although nephrolithiasis is a diagnosable pain, opioid prescribing by race/ethnicity remained statistically significant with non-Whites receiving less opioid analgesia than Whites for this complaint [29] . Joint dislocation, also being a verifiable painful condition, presented disparities in a study conducted by Tsai et al., 2012 [35] . Black patients presenting to the ED with joint dislocation were less likely to receive any analgesia and waited approximately 30 minutes longer to receive the treatment that was prescribed. Back and abdominal pain, being subjective complaints, also added to disparities in opioid prescribing. NonWhite patients were less likely to receive any analgesia, received less opioid analgesia, and waited longer for opioid analgesia when presenting to the ED with these complaints [15] 
Type of Analgesia
Three of the fourteen studies (21%) compared ethnic groups that did not receive analgesia to groups that were prescribed any type of analgesia in the ED [35] [38] [41] . Bijur et al. (2008) found no difference in analgesia prescribing among ethnic groups [38] . However, studies completed by Tsai (2012) and Minick (2012) found that Blacks were more likely to receive inadequate analgesia [35] [41] .
Nine studies (64%) compared the prescription of opioid analgesics to non-opioid analgesics among different ethnicities [15] [46] and were prescribed non-opioid analgesia [34] more than any other race/ethnicity. Contrarily, no differences in opioid analgesic prescribing practices were noted in three of the nine comparative studies [32] [38] [40] .
Two studies (14%) compared the administration of parental analgesia among different ethnic groups. Hostetler et al. (2002) found that African Americans were least likely to receive parental analgesia and sedation in the ED [33] . Conversely, Fuentes et al. (2002) found that race was not a factor in the administration of parental analgesia [36] .
Contributors to Pain Management Disparities
Eight of the fourteen studies (57%) offer potential contributors to pain management disparities in the ED. Discrepancies in communication as a possible cause of pain management disparities was cited in five studies [29] [33] [34] [39] [46] . The possibility of a patient's communication being interpreted as an exaggeration of pain, especially those with subjective complaints, was cited as lending to racial bias and pain management disparities [29] [34] [37] . Pletcher et al. (2008) proposed that White patients may be more assertive, have higher expectations of pain relief, and more likely to request stronger pain meds [29] . The study by Epps et al. (2008) proposed that a language barrier between Spanish speaking patients and English speaking providers may have contributed to pain management disparities [39] . An alternative hypothesis contributing to pain management disparities is that female patients are better at communicating their pain [33] .
Provider characteristics were noted to contribute to pain management disparities in studies conducted by Heins et al. (2006) and Minick et al. (2012) [15] [41] . Emergency Medicine (EM) trained providers with fewer than 3 years' experience were significantly more likely to prescribe analgesia than non-EM trained and more experienced attending physicians [15] . Additionally, Minick et al. (2012) cite that providers do not always follow expert recommendation regarding use of the most appropriate measure of pain, as a primary part of their decisions about pain management [41] . Finally, Tamayo-Sarver et al. (2003) and Heins et al. (2006) stated that trust may be an issue contributing to a physician's reluctance to prescribe opioids if a patient lacked regular source of care or if the provider felt a patient was being dishonest regarding complaints of pain [15] [46].
Discussion
From the data extracted from the fourteen reviewed articles meeting the criteria for inclusion, it is apparent that racial and ethnic disparities in pain management continue to exist in the ED setting. These disparities are most prevalent among minorities experiencing pain that cannot be verified or quantified via diagnostic studies, such as headache, back pain, and abdominal pain. It is clear that pain management is a multifactorial problem requiring a congruous approach. The Joint Commission developed pain management standards on January 1, 2001. These standards specified the patient's right to appropriate assessment and management of pain and ongoing, periodic reassessments of pain. Most of the studies included the pain management of long bone fractures as a sole measure, or as it compared to other types of pain. Seminal research into pain management disparities by Todd and colleagues studied the effect of ethnicity on the administration of pain medication in patients with long-bone extremity fractures, finding that Hispanic and African American patients failed to receive adequate pain management when compared to White patients [14] [47] . These studies sparked a fire storm of research to determine the generalizability of these findings.
This integrative review of available current literature points to no specific cause of the disparities but suggests that ineffective communication [29] [39] [46] ; physician perception of the patient and the experience of pain [29] [34] [37] [39] ; racial/ethnic bias [37] ; and provider characteristics such as experience, education, and reluctance to follow expert recommendation [15] [41] as contributors to pain management disparities in the ED. While a number of the studies reviewed proved to be beneficial in identifying disparities and possible causes, all of them had limitations. The most striking limitations were NHAMCS use, retrospective study designs, and demographics. Multiple studies noted that the NHAMCS offered limited clinical details about each patient encounter. The survey does not disclose specific encounter details such as whether the patient requested pain medication, what quantity of opioids were prescribed or any confounding factors, such as substance abuse [29] [32] [33] [46] . Limitations of the retrospective study design were cited as the potential for missing data, lack of ability to verify data accuracy, and lack of encounter details such as requests for pain medication and non-verbal cues of pain [37] [38] [39] [40] [41] . Some studies cited demographics, such as an urban setting serving mostly African American and Hispanic patients as limitations [37] [38] [42] . These settings potentially limit the generalizability of the findings.
The ultimate goal of this integrative review is to use the information gathered to draw attention to the need for more consistent methods of treating pain in the ED. It is evident from the studies examined in this review that ethnicity has an impact on analgesic prescribing practices in the ED. EDs are an important part of the underserved community that provide care when no other health care services are available or symptoms are too severe to be addressed in primary care. In addition to the underserved community, EDs afford care to entire communities when the services of primary care provider are unavailable or inappropriate. Our task in the near future is to develop pain management guidelines for all types of pain presenting to the ED. It is evident from this review that disparities in pain management are a continuing epidemic. This study includes studies from the US; however, the US is a home of multiple ethnicities. The task of creating guidelines is not easy because the cultural diversity in the US requires providers to obtain additional education in cultural competence to meet the needs of each community. Eventually, nationwide guidelines offering fair and equitable pain management should be implemented in all EDs. These guidelines should be initiated as soon as possible in accordance with Joint Commission pain management standards. This endeavor may pose several challenges. First, each patient encounter is unique and universal guidelines will not apply to all situations. Secondly, providers will have to exude confidence in pain management strategies and the willingness to adhere to guidelines. Thirdly, the incorporation of guidelines does not eliminate racial/ethnic biases which are difficult to evaluate and document. It is our belief that for guidelines to be adhered to, components must include age, type and severity of pain, medical history, and substance abuse history. The severity of pain component should be culturally relevant given the various expressions of pain among ethnicities.
Nursing Implications
There is sufficient evidence that racial and ethnic disparities in analgesic prescribing continue to exist. Pain, being a subjective complaint, is valued by its interpretation. A cause of oligoanalgesia in the ED has been linked to ineffective communication between the patient and provider and could be predicted by the patient and physician's perception of their interaction, and the physician's perception of whether or not a patient is exaggerating symptoms [17] [19] . Through interpretation of the interaction, the physician has the daunting task of deciding if the patient is experiencing pain, if it is sufficient enough to be treated, and if so, with which type of analgesia. "It is possible that misinterpreted information from the patient's description of history that does not correspond to the objective information that a physician has obtained may lead to the misperception that a patient is exaggerating symptoms to obtain pain medications" [17] . Contrarily, providers were more likely to treat a complaint of pain that could be verified, as noted in studies involving long bone fracture.
The role of the nurse is to achieve equitable pain management across all racial/ethnic groups. A careful and fair assessment of pain complaints should be conducted to provide the best opportunity for achieving satisfactory relief. Ethnic differences in expression and reporting of symptoms must be considered given the overrepresentation of ethnic minorities in the ED. Changing medical practice is complex. However, new strategies are necessary to reduce disparities in this arena. Providers must realize that all patients may not possess the skills to eloquently express their complaints of pain and increasing cultural competence is a priority. As emergency room providers, nurses "must be prepared to render effective, respectful, and compassionate care to every individual who presents to the ED. It is our duty to overcome whatever obstacles threaten to prevent our delivering such care, whether the obstacles are based in racial differences or personal idiosyncrasies" [48] . Doing so will enhance the patient-provider relationship and ensure that providers have a better understanding of the specific health needs of minority communities.
Study Limitations
The studies reviewed were limited by their design and setting, and sample. No random controlled trials or metaanalysis were identified in the search. All of the studies utilized chart reviews or surveys which could not be verified for accuracy or account for confounding factors such as a patients request for, or refusal of, pain medication.
Conclusion
Disparities in pain management is evident in the ED, which is often considered a safety net of health care, sometimes functioning as the sole provider for the uninsured, underinsured, and those that lack access to primary care. As a result, the ED provides care for a disproportionate number of minority patients. Given this situation, it would be detrimental if we overlooked the areas with these disparities and failed to investigate the best strategies to reduce them. Research must extend beyond observational to interventional. Also, cultural competence and racial bias must be considered when discussing discourse in pain management.
